What is the case for care home medicine? The geriatrician's perspective aBstract This paper makes the case for a specific set of competencies required to adequately care for care home residents. It proposes that staff with these competencies need to work in an appropriate service context in order to achieve the best outcomes. These competencies and contextual factors are not currently recognised or championed by any single constituency within the existing healthcare infrastructure and there is a case that service delivery would be well served by recognition that 'care home medicine' is a distinct entity.
introduction
The number of older people living in care homes in the UK is currently 432,000. 1 This bed base is three times larger than that represented by the UK acute hospital sector. Homes are run either with or without 24-hour on-site nursing staff, and are known as nursing and residential homes, respectively. The homes provide dayto-day care, most of which takes the form of assistance with basic and extended activities of daily living and is labeled as social care. Nursing homes may also provide some components of nursing support including administration of medications and supervision of dressings. The funding of these arrangements is subject to some variation across the four UK nations because of the varying degrees of integration between health and social care. The bulk of healthcare in care homes, however, remains the responsibility of the NHS across all four jurisdictions. This is, for the most part, led by general practitioners (GPs) under the auspices of the General Medical Services (GMS) contract.
There is growing recognition that caring for this patient cohort is more challenging than for those living in their own homes. Care homes have been the focus of specific attention in government reports including the NHS 5-year forward view in England, 2 Reshaping Care for Older People in Scotland 3 and A Place to Call Home in Wales, 4 all of which have highlighted the failure of existing models to meet patients' needs. This is, in part, a factor of the medical complexity represented by the patient cohort and in part due to the issues of negotiating complex care over multiple organisational boundaries including health and social, primary and secondary, public and private care.
Who lives in uK care homes?
Care homes in the UK provide 'accommodation, together with nursing or personal care, for persons who are or have been ill, who have or have had a mental disorder, who are disabled or infirm, or are or have been dependent on alcohol or drugs'. 5 Care homes for those with learning disabilities, and alcohol and drug dependency, are separated out by specialist registration. Only 8.6% of care home residents are under 60, with an average age of 65 and a female:male ratio of 2.7:1. 6 The care home population remained static in size between 2001 and 2011, despite an 11% growth in the UK population over 65 years of age during the same period. This has, unsurprisingly, been accompanied by an increase in the dependency of the population seen in care homes, as the most disabled patients fill the available space.
Care home residents have complex medical needs as illustrated in a UK care home cohort study, published in 2013, which drew from a representative sample of 227 residents across 11 East Midlands care homes. 7 It found the average resident to have six diagnoses and take eight medications. Of these, 75% had cognitive impairment and 66% behavioural symptoms. Behavioural symptoms, where present, were characteristically frequent (occurring once or more per week) but mild (amenable to behavioural interventions), with agitation, nervousness and irritability being the most common. A total of 57% of residents had urinary incontinence and 42% had faecal incontinence. In addition, 30% had malnutrition and a further 56% were at risk of this.
Large population-based studies have reported 26% of care home residents to have a life-expectancy of 1 year or less. 8 Average life expectancy has been calculated at 1 year for nursing home residents and 2 years for those living in residential homes, 9 although these headline figures belie a small proportion of residents who live in care homes for much longer periods.
What is the current model of healthcare in uK care homes and does it meet residents' needs?
There is no obligation under existing legislation for care home residents to be treated any differently from the population at large and, despite pockets of excellence, the flexible framework of GMS has led to unacceptable variability in healthcare.
A recent review identified 15 surveys of healthcare provision to UK care homes, with five focusing on general medical services and ten focusing on specialist support or topic-specific services. 10 The surveys adopted a variety of different methodologies and sampled different care home and healthcare populations but, considered together, highlight deficits in healthcare provision which are consistent and distributed across the country. A plurality of models of primary care medical and nursing provision was noted. The largest number of practices visiting one care home was 30 -although some had a single, designated general practitioner. Consultation arrangements were variable. Some GPs did weekly clinics, while others visited only on request. Up to eight different types of nurses were reported to be involved in providing in-reach services, with multiple different nurses often providing in-reach to the same home. Access to specialist services was even more variable with up to 57% of residents unable to access all services required. There was considerable variability in access between regions to an array of services including speech and language, occupational therapy, physiotherapy, chiropody and dental services. In an English national survey by the Care Quality Commission, 25% of NHS trusts self-reported inequality of access to physiotherapy and occupational therapy and 35% to district nursing, to the disadvantage of care home residents, within their own areas. 11 This variability is mirrored in family and residents' views, with only 56% of residents reporting in one survey that they have good access to and support from GPs, while only 55% of staff reported that residents got enough support from GPs. 11 Prescribing in care homes is a particular area of concern. The Care Home Use of Medicines study considered prescribing in 256 residents across 55 homes and found 69.5% of residents to be subject to one or more error, with a mean of 1.9 errors per participant. 12 Residents use primary and secondary care more than similarly aged people living outside of long-term care. 7 They are at higher risk of re-admission following an acute presentation. 13 It remains unclear whether this represents appropriate use of services by a cohort of dependent patients with multiple morbidities, or whether it represents a missed opportunity for earlier identification and treatment of health problems, with subsequent admission avoidance, which might be provided by more proactive models of care. Some studies have attempted to consider whether admissions to hospitals are avoidable on the basis of retrospective or prospective review of either case notes or hospital admissions databases 14 but these observations have been confounded by the inadequacy of hospital coding (the frequent recourse to urinary tract infection as an explanation for non-specific decline) and the inability of hospital computer systems to accurately identify care home residency.
A number of studies have considered the reasons for mismatch between the recognised healthcare need among care home residents and the service provided in response. Prevailing structures for incentivising practice seem ill-suited to the care home cohort. A 2008 study conducted in England and Wales, using large GP databases to analyse compliance with 16 indicators from the UK Quality and Outcomes Framework across 10,300 care home residents, 15 found that attainment of quality indicators was significantly lower for residents of care homes than for those in the community for 14 of 16 indicators. The largest differences were for prescribing in heart disease, monitoring of diabetes, monitoring hypothyroidism and blood pressure monitoring in people with stroke. Residents of care homes were more likely to be identified by their doctor as unsuitable or non-consenting for Quality and Outcomes Framework indicators and therefore excluded from targets. The exclusion rate was 33.7% for stroke and 34.5% for diabetes.
A detailed interview study which explored the views of GPs, care home staff and managers, and other health professionals providing in-reach services to care homes 16 identified several key themes underpinning variation in practice. These were very similar to the themes which underpinned prescribing errors identified in the Care Home Use of Medicines study and are outlined in Table 1 . The picture, as described thus far, is of a complex patient cohort, with multiple medical conditions and profound physical dependency. There is evidence that traditional models of ad hoc and reactive health care delivery do not provide care sufficient to meet these needs and that both the (dis-)organisation of care and lack of specific expertise in the management of complex patients in later life play a role in this.
In response, a number of innovative models of healthcare provision have started to emerge. These have been developed at a regional or local level in response to prevailing concerns within specific health and social care communities and therefore are varied in form and function. A number of overarching principles are, however, evident. 17 • There is increased emphasis on structured relationships between GPs and care homes, frequently with emphasis on 1:1 relationships between practices and homes. • There is a focus on detailed health assessment at the time of arrival in the care home. • There is often a focus on regular attendance by healthcare professionals -for example once every 1-2 weeks -at the care home. • Arrangements are often put in place for scheduled review for individual residents -for example at 6-monthly intervals following admission -to review medical problems and prescribed medications. • There may be changes to models of remuneration or incentivisation. • There may be changes in how community teams are structured, with more emphasis on multidisciplinary working.
• There may be direct referral pathways to secondary care experts, such as community or hospital-based geriatricians. • In some instances, geriatrician-led teams have taken over primary care for care home residents completely, although this is the exception rather than the rule.
A number of these local initiatives have reported benefits including: reduced hospital admissions; 18, 19 reduced prescriptions; 20 improved staff and resident satisfaction; 21 and improved management of patients at the end-of-life. 22 Many of the principles identified above have subsequently been included in national recommendations, most notably the British Geriatrics Society's Guidance for Commissioning Healthcare in Care Homes 23 which, although couched in the purchaser-provider split language of NHS England, outlines principles of good practice which apply to healthcare provision for patients living in care homes across all four UK nations.
An interview study by Goodman et al. 24 considered the issues of designing health services for the care home sector with stakeholders including care home providers, regulators, commissioners and providers of services and clinical staff. They identified three overlapping principles:
• Investment to foster continuity and shared learning between visiting NHS staff and care home staff -an example of this is the MyHomeLife 25 scheme where building communities of practice has enabled care homes to organise and integrate more effectively with NHS commissioning and service delivery infrastructures to develop a sense of shared ownership.
Theme Description
Complexity of care home residents
Residents' healthcare needs are complex and their clinical trajectories are unpredictable. It can be difficult to separate fluctuations which are a regular and normal part of the clinical picture from sudden acute decline which indicates a significant underlying pathology.
Lack of time
Detailed assessments of complex patients takes time. This is not recognised in existing job planning for GPs, or in the staffing structure of care homes.
Not enough training
Staff from both NHS primary care and care homes felt under-equipped to manage patients with multiple co-existing long-term conditions, polypharmacy, marked physical dependency and cognitive/behavioural symptoms. They felt more specialised training was required.
Reactivity vs proactivity
Staff from both NHS primary care and care homes reported being uncertain about the correct balance between pro-active comprehensive assessment and responding to acute crises; and where limited time and human resources should be applied to greatest benefit.
Unclear roles and responsibilities
Because legislation about responsibility for healthcare in care homes is unclear, care home and healthcare staff can often be uncertain where their role begins or ends. Either they can replicate activity, with consequent waste of resource, or important issues can be neglected as no provider recognises the problem as 'belonging' to them. The first of these principles seems to be particularly important to ensure that service models, once implemented, are sustained. Davies 26 reported the average life-expectancy of a service improvement initiative in care homes to be less than 3 years and suggested that this lack of sustainability was related to ineffective, or complete lack of, collaboration with the care home sector. This results in interventions which miss the expertise of care home staff, their important role in care co-ordination and their possible contribution to embedding proactive models into daily practice. This has been supported by qualitative research undertaken by the MyHomeLife group. 25 It is unclear which of these principles are active ingredients, which are essential for quality care in care homes, and what 'dose' of each is required to deliver the best outcomes for patients. The National Institute of Health Research-funded Optimal study 27, 28 is currently considering each of these principles by following three differing models of practice, in different English regions, to identify which combination seems to deliver the best outcomes for residents. It will consider the impact of service models on medication use, admissions to hospital, emergency department attendances, and outof-hours GP and ambulance calls.
Although the broad principles which shape effective care are becoming clearer, there remains some uncertainty about how practical day-to-day care should be structured. Reflecting upon recent demonstration projects, Bowman and Meyer 29 described a model of care to take account of advanced frailty in care home residents. This model, which they called 'formative care', builds upon the process of care for frail older people known as Comprehensive Geriatric Assessment (CGA), tailoring this to the specific challenges of care home residents, many of whom are in physiological and functional decline (which they defined as 'progressive dwindling').
There are certainly broad similarities between the cohort described in care homes, in terms of functional status and their patterns of morbidity and mortality, and those other cohorts where CGA has been demonstrated to work. 30 CGA has been shown in large meta-analyses to improve outcomes for older people including improved physical and cognitive function, reduced mortality and re-admissions to hospital. 31 Its evidence-base has predominantly derived from acute hospital settings, but it also improves outcomes in community settings. 32 CGA has been described for the non-specialist reader in other publications 33 but is, in brief, a model of care driven by comprehensive assessment taking account of medical, psychological, functional, social and environmental issues. It uses a multi-disciplinary team with a nurse, doctor, physiotherapist and occupational therapist at its core and draws upon broader expertise as required. It establishes a management plan with clearly stated and measurable goals, with case management to review these at intervals determined by individual patient priorities. It is important to realise that CGA is increasingly used to describe a process of care that does not stop at initial assessment, but also includes the ensuing process of case management and review. It is also important to recognise that CGA is not predicated upon involvement of a geriatrician and it has effectively been delivered without specialty involvement. Indeed recently policy statements from the British Geriatrics Society, the professional body representing geriatricians, have tended to emphasise the need for other doctors to take on the organising principles of this working model, given that ubiquitous delivery by geriatricians is an unrealisable ambition in the face of prevailing demographic trends. 34 so What might care home medicine looK liKe?
If the above descriptors and principles are accepted, care home medicine will be required:
• To be structured and pro-active: with detailed assessment at admission and at regular intervals thereafter (if the tenets of CGA are taken on-board, follow-up intervals will be determined by problems identified at initial assessment, rather than adopting 'one-size-fits-all' approaches to interval review, but will be documented and adhered to). • To be embedded in multidisciplinary working: with routine, if not universal, assessment by medical, nursing, occupational therapy and physiotherapy professionals. • To be delivered in partnership with care home staff:
where they are seen as an equal member of the multidisciplinary team, informing assessment and negotiating the management plan. • To be supported by case-management: where one member of the multidisciplinary team is seen as being in overall charge of the management plan, recognises themselves as being so, and is recognised by others as being so. The logical case manager may vary from patent-to-patient but could be any of carer, nurse, doctor or allied health professional and could be drawn from either NHS or care home staff. • To be expert in the problems commonly seen in care home residents: with specific training and experience in management of multiple long-term conditions, polypharmacy, immobility, incontinence, cognitive impairment, behavioural symptoms and malnutrition. The ubiquity of these issues is such that any model that depends on 'drafting in expertise' will be regularly deficient.
These models of care will need to be supported by models of commissioning that are sophisticated and respond to the emerging evidence. Incentives and targets specified in isolation are unlikely to be helpful, particularly if considered on a condition-by-condition basis. Rather they will have to encompass models of multi-morbidity and frailty, support effective collaboration with the care home sector and build the set of competencies required to deliver effective care through appropriate training infrastructures. Key performance indicators for such services will have to take account of uncertainty over what can be achieved. Those that rely solely upon hospital admission avoidance, for example, may fall foul of the lack of clarity about whether admissions from care homes truly can be averted.
The European Union Geriatric Medicine Society recently surveyed the mandatorily stated standards of medical care for nursing home residents in Europe. It recommended that geriatricians, old age psychiatrists and family doctors across European countries engage more formally in the development of care standards and training to support doctors working in nursing homes. 35 A subsequent draft document from this group has gone on to emphasise the importance of training in geriatric medicine. This, perhaps, misses the fact that postgraduate curricula in geriatric medicine, in those countries where they have been developed, place emphasis upon hospital-based training and competencies. A new specialty of care home medicine, if one is to emerge, will need to draw competencies from primary care and old age psychiatry curricula, as well as emphasising the expertise in common syndromes in later life that underpin training in geriatric medicine.
Care home residents are a special case. They represent the most frail, most dependent, most vulnerable members of our society. They manifest medical complexity with a consistency and regularity seen in few, if any, other existing sectors of care. Prevailing models of care and routine practice have been demonstrated to be inadequate to meet their needs. This article has outlined some possible approaches to delivering a more appropriate balance of skills and expertise, underpinned by models of commissioning that support them. Whether this is called 'care home medicine' or recognised in any formal way as a subspecialty is perhaps a moot point -but the special case must be recognised and specific responses to the challenge developed if we are to move care forward.
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